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EDITOR’S NOTE 


For this issue of CONTACT, we have selected a 
case study of a community-based health pro- 
gramme in the Philippines. It clearly sets out 
the struggle of a group of health workers and 
communities in search of meaningful partici- 
pation by the people in the health programme. 
A deliberate and self-conscious effort was 
made to identify weaknesses in the approach at 
each stage, and new strategies were applied to 
correct them. The process in this programme is 
not ended and further growth and lessons still 
need to be learned, but the interaction between 
the health staff and the community is an 
honest one. 


A factor identified in this study is emerging 
as an important one in more and more 
programmes that seek to realize authentic 
community participation. That factor is 
COMMUNITY ORGANIZATION. Organizational 
structures are crucial if the community Is to 
have any measure of power, or true control, or 
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decisive involvement in the programme. And 
whether the structure is a village health com- 
mittee or development committee or a cooper- 
ative board, the vigour and commitment of the 
group will depend on how accurately the health 
or development programme proposes to attack 
what the community feels are its more serious 
problems. It is a case of “meeting felt needs”. 


We are sure many of our readers will recognize 
themselves in the frustrations and struggle this 
group experienced. We hope that, through the 
telling of this story, others may also find the 
courage to evaluate the weaknesses in their 
work and see the implications for change. 


CONTACT Special Series Number 3, to be 
released in June 1980, will deal in greater detail 
with this matter of participation, “the human 
factor”. For more information on this publi- 
cation, see the announcement in the back of 
this issue. 


THE MAKAPAWA* 


A Diocesan Community-Based Health Programme on the Island of Leyte, 
Republic of the Philippines 


by Sr Leonor Barrion, OSB, MD 


INTRODUCTION 


The Makapawa Health Programme was started 
by the Rural Missionaries (RMs)** of the 
Philippines in the diocese of Palo, on the island 
of Leyte, as one of three pilot areas of a Com- 


munity-Based Health Programme (CBHP), in. 


August 1975. The other two pilot areas were 
located on the islands of Luzon and Mindanao. 
The Rural Missionaries planned to test and 
spread the concept of CBHP from these three 


7) pilot areas. 


At certain stages of the programme's develop- 
ment, CBHP activities were relinquished in 
particular communities and introduced into 
others. While rural communities were the initial 
focus of the programme, the Makapawa con- 
cept was subsequently introduced in a number 
of urban squatter areas. In 1977, the urban and 
rural Makapawa united into one Diocesan 
Community Health Programme and, in July 
1978, the Rural Missionaries formally turned 
over the support and administration of the pro- 
gramme to the diocese. In 1980, there were 
fourteen rural and nine urban CBHP areas in 
the diocese. 


As a church-related health programme and a 
part of the whole diocesan structure, the 
Makapawa shares its main thrust of Building 
Basic Christian Communities. Unique to the 
Makapawa, however, is its aim of improving 
the health situation in the diocese through 
organized, participatory communities, and of 
channelling health care to the vast majority 
who need it most so that they can experience 
the benefits of good health. 


This aim is pursued through helping the com- 
munity to get organized, to develop part-time 
Community Health Workers (CHWs) and to 
maximize the available local resources so that 
the programme can eventually become and 


*an acronym of the local dialect words for community health 
programme. Makapawa, literally translated, also means “to 
give light, to enlighten”. 


**a Roman Catholic service order. 


BACKGROUND DATA ON THE DIOCESE 
OF PALO, ISLAND OF LEYTE, 
REPUBLIC OF THE PHILIPPINES 
(as of 1976) 


Population: 900,000 (78% rural: 22% urban) 


Topography: Land area is 6,262 sq. km. 75% of 
the area is mountainous 


Economy: 52% of population age 10 and above 
are economically productive. 62% 
are farmers, fishermen, logging 
labourers; 2% are professional, tech- 
nical and craft workers. 60% have an 
annual income of P1,900 and below 
(less than US$ 250). 28% have an 
annual income between P2,000 and 
P4,000 ($250-$ 425). 1% have an 
annual income of P15,000 and above 
($2,000 and above). 


coconut (for export, with limited 
domestic use). 


Primary 
Crops: 


sugar (for export, with limited dom- 
estic use). 


rice and corn (for local con- 
sumption). 


continue as a self-help project. Concurrently 
with the diocesan Makapawa programme, 
St Paul's Hospital of Tacloban (the capital city 
of Leyte Province) in 1975 started an Under- 
fives’ Clinic (UFC)—a maternal and child health 
community extension service. Its target group 
was families being served by the hospital’s 
Christian Children’s Fund (CCF) and the poor 
mothers and children in the squatter areas near 
the hospital. 


This paper describes the guided transformation 
of a health programme into a truly community- 
based programme. It is divided into two parts. 
The first gives the history and a description of 
the first two stages of the programme. The 
second part discusses the implementation of 
the programme’s objectives in its third, and 
current, stage of development. 


HISTORY OF THE MAKAPAWA 


When the Rural Missionaries started the Maka- 
pawa, they laid down the following general 
objectives, which were shared by all three pilot 
CBHP areas: 


The building of just communities by drawing 
commitment from people for total human 
development. Key points in this process are 
the bringing about of: 

1. awareness of the situation in which struc- 
tures are preventing the attainment of 
basic human needs for many; 

2. Organized community action to promote 
total development; 

3. self-reliance of the people to the extent of 
their personal and local resources; and 

4. increased participation of the people in 
decision making which affects their whole 
lives. 


Stage One 


The initial phase of the programme consisted 
in generating participation and cooperation 
among religious sectors and health pro- 
fessionals in both the public and private 
sectors. The Bishop, a group of interested 
priests and some health professionals formed 
an Advisory Board. General information and 
orientation meetings regarding the proposed 
health programme were provided to groups 
and individuals. 


The selection of the Makapawa areas was 
based on the need, the lack of nearby health 
facilities, the interest and cooperation of the 
parish priest and the government Rural Health 
Unit. Ten depressed barangays™* in four munici- 
palities and one squatter area in Tacloban were 
initially chosen for the implementation of the 
programme. 


Information campaigns, general assemblies 
and a community health survey were done in 
the chosen barangays. Shortly after, sixteen 
volunteer Community Health Workers (CHWs) 
from the eleven barangays were elected by 
their respective communities to undergo train- 
ing. The first group of CHWs were given a 
three-week centralized training programme 
which included coverage of the following 
topics: Principles of Good Health, Nutrition, 
Environmental Sanitation, Family Life and 


*local administrative unit or district. 
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Responsible Parenthood, Maternal and Child 
Health, First Aid, Dispensing Medicines, 
Reporting Statistics and Record-keeping. Bet- 
ween the first and third week of the course was 
a week of field practice during which the 
trainees were assisted by the staff to form 
health committees in their respective barangays 
and to carry out a community survey. They 
also visited the government organizations 
including the Rural Health Units, the Schisto- 
somiasis Control and Research Centre, the TB 
Pavilion and public and private hospitals and 
health agencies in order to coordinate and 
establish linkages with existing local health 
professionals and these agencies. This initial 
training was followed by monthly review 
classes to support ongoing education. 


The government Rural Health Units and the 
various health institutions, hospitals, agencies 
and groups in the Makapawa areas functioned 
basically as a resource and support group 
during this period. Personnel acted as resource 
persons in the CHW training; provided trans- 
portation facilities during the training and 
follow-up of the areas, centres for ongoing 
education of the CHWs and for referral services 
for patients requiring professional health care; 
and became a source of medicines and labora- 
tory facilities. The Makapawa CHWs, in turn, 
served as implementors through whom various 
government health programmes could be 
channelled to the communities; the CHWs 
have been mobilized on occasion by the Red 
Cross and the Ministry of Social Services and 
Development during disasters to aid the 
victims. 


Following the training period, a staff of one 
doctor, one Community Organizer (CO) and an 
office assistant took responsibility for follow-up 
in the eleven programme areas. This staff 
stayed in turn in each of the barangays by 
rotation to help organize, train and mobilize the 
people so that the community could find sol- 
utions to their health problems. The people met 
regularly to analyze and discuss community 
needs. Medicines were solicited from the 
government and from private agencies. Sani- 
tation campaigns, schistosomiasis and TB 
control were conducted by tapping govern- 
ment resources. The people also raised funds 
for their medicines and to contribute to the 
training and expenses of their CHWs. The 
CHWs attended to the sick in their communi- 
ties and referred complicated patients to the 
Rural Health Units, other health professionals 
and to clinics and hospitals. 


@ 


At this stage, the Makapawa activities centred 
mainly on health services, without a corre- 
sponding emphasis on developing community 
organization and tackling other health-related 
problems. As a result, the people saw the 
programme as a service programme, solely 
dependent on the staff and CHWs. They did 
not define a role for themselves in programme 
policy or activities. 


Six months later, the doctor was transferred, 
leaving a nurse to take his place. The initial 
enthusiasm of the communities gradually 


Weaknesses 


1. Inadequate social preparation 
of the communities. 


2. Fixation on health service activities. 


9 3. Programme staff- and leader-centred. 


The Makapawa staff and the Advisory Board 
realized that a basic, strong community aware- 
ness, proper motivation and organization with 
more active grassroots participation were 
necessary for a viable primary health care pro- 
gramme. For these to develop, it was important 
that staff live in and integrate into the com- 
munity. They also realized that they were trying 
to achieve too much, too soon, with too few 
people to do the work. The need to employ 
staff who were community organizers with a 
basic knowledge of health care, and health per- 
sonnel with CO skills, was recognized. The 


declined, particularly when the regular barrio* 
clinics and distribution of medicines were 
discontinued. The people’s attention again 
focused on their more primary economic need. 
One result was that the majority of the CHWs 
engaged mainly in curative health care, while 
others became inactive because of the lack of 
cooperation from the people. 


At this point, an analysis by the staff revealed a 
number of significant weaknesses in the pro- 
gramme, and their consequences: 


Consequences for the Programme 


1. Lack of internalization of the principles of 
CBHP. 

2. Ill-defined roles of the CHWs, health com- 
mittees and the communities. 

3. Inability to see health in the context of the 
economic, social, cultural and political struc- 
tures of the community. 

4.CHWs chosen did not necessarily have 
leadership potential. 


1. Root causes of health problems not directly 
attacked. 

2. Fluctuating interest in the programme be- 
cause health not perceived as a priority 
need. 

3. Wrong motivation encouraged by personal 
gains from free services and discount for 
medicines, hospitalization and Under-fives’ 
Clinic. 

. Health care still seen as a dole-out. 


. Dependence rather than self-reliance. 

. True community leaders and CHWs not 
adequately identified and developed. 

. Minimal grassroots involvement in the plan- 
ning, decision making and evaluation. 


io) No=—- + 


experience taught the staff that the community 
must be adequately prepared for a CBHP if it is 
to develop properly, and that this needs time. 


Stage Two 


Consequently, the staff chose to concentrate 
its efforts on only four barangays with the 
greatest need and potentials for development. 
However, the other barangays continued to 
receive some efforts in follow-up, and their 


*neighbourhood. 


CHWs continued to attend the monthly 
ongoing education meetings. A fifth barangay 
in another municipality was also chosen as a 
Makapawa area. New strategies and ap- 
proaches were carefully planned in order to 
implement the lessons learned from the pre- 
vious experience. 


In the preparatory phase of this stage of the 
programme, one CO—usually a nurse—was 
‘allocated to each area. The Makapawa concept 
was introduced to the community as a church, 
not a health service, programme and the 
church leaders in each community were con- 
stituted as core groups. Priests in these par- 
ishes became members of the Advisory Board. 
Already during this preparatory phase, issues 
other than health—such as irrigation and 
economic problems— were discussed. 


Next, the communities were divided into small 
neighbourhood units of ten to fifteen families, 
called “hugpos”. A leader of each hugpo and 
one person to receive CHW training were 
elected. 


The CHW training, no longer centralized, was 
held in the barrios themselves. The time and 
frequency of training and many of the topics 
studied were decided by the trainees. Com- 
munity organization, herbal and _ traditional 
medicines and acupressure were given major 
attention in the training, and instruction given 
on becoming a “facilitator” of Interhouse Bible 
Reflections (IHBR). This training was designed 
to produce a multipurpose primary health 
worker who, at the same time, would be a 
community organizer, teacher and facilitator of 
Bible reflection. 


In the follow-up phase of this stage of the pro- 
gramme, the CHWs took responsibility for the 
Under-fives’ clinic. Regular staff evaluation and 
planning sessions were held. Such activities as 
fund raising for projects other than health care, 


Weaknesses 


1. One CO per area (as correction of lack of CO 
personnel in stage one). 


2. Makapawa not initially introduced as a health 
service programme. 


3. Leadership-centred on the upper stratum of 
the community. 


for example, instalment of common water 
pumps, income-producing activities and prep- 
aration of herbal medicines were carried out by 
the communities and, after each such activity 
was completed, the community engaged in 
an action-reflection-action (ARA) type of 
evaluation. 


The activities mentioned above were evidence 
of the communities taking a more active role in 
decision making, planning, implementation 
and evaluation; they indicated that the com- 
munities were more aware of justice and ready 
to fight for it, and also that their new leaders 
could take a more effective stance in the 
barangay political structure. 


Once again, however, an evaluation of this, 
second, stage of the programme was carried 
out and certain weaknesses were a a 
along with the undesirable consequences they 
brought: 


A Community Health Worker examining the children 
during the Under-fives’ clinic. 


Consequences for the Programme 


1. High cost with little coverage. 

2. CO tended to establish a little “kingdom”. 
3. Community became dependent on CO. 
1. 


A long process before health was voiced as a 
need, and waste of health expertise (nurse 
working as CO) until this happened. — 


1. Passive participation of the grassroots. 
2. Tendency of CHWs and hugpo leaders to be 
an elite group. 


4. Fund-raising activities, including the Botica 
sa Barrio* not profitable. 


5. Poor coordination of Rural Health Unit with 
the Makapawa. 


6. Needs of grassroots not met. 


It was clear from this evaluation that a new 
approach would again have to be adopted 
to give the grassroots a yet more significant 
part in the leadership so that their concerns 
could be met; that the CO and health activities 
should be integrated in the context of Building 
Christian Communities; and that common 
planning by, and evaluation of, the staff for the 


® various CBHP communities be done. 


IMPLEMENTATION 
OF THE COMMUNITY-BASED 
HEALTH PROGRAMME 


As the Makapawa programme developed and 
expanded, more learning experiences con- 
tributed to shape it. As the programme entered 
its third, and current, stage, and while the 
philosophy behind it (see box) and the general 
objectives were retained, two additional com- 
ponents in the process of “building of just 
commmunities by drawing commitment from 
people for total human development” were 
identified. These were: 


—provision of primary health care by the 


je) people through a community-based health 


programme, in line with the original four 
objectives, and 

— implementation of all programme activities in 
the Light of the Living Word of GOD. 


Specific programme objectives were identified 

as being: 

1. Building basic community organization with 
trained indigenous leaders; 

2. Continuous education of the people for jus- 
tice in the light of God's biblical message; 

3. Training of local volunteer, part-time health 
workers, chosen by their community; 

4. Provision of opportunities for field experi- 
ence in a community-based health pro- 
gramme for students and professionals in 
the medical, paramedical and_ related 
services; 


1. Source of quarrels over mismanagement of 
funds. 


1. Lack of RHU health personnel to supervise 
and help with ongoing training of CHWs. 
2. Lack of medicines/facilities for patients 

referred to RHU. 


1. Vital community issues not significantly dis- 
cussed and tackled. 
2. Major programme objectives not achieved. 


5. Mobilization of the people to use existing 
internal and external, public and private, 
health and other resources (including orien- 
tal and herbal medicine); 

6. Coordination with other programmes sup- 
portive of health and building Christian com- 
munities; and 

7. Influencing government and church policies 
affecting the health care delivery system at 
the local and national levels. 


PHILOSOPHY OF THE MAKAPAWA 
HEALTH 
in the context of an 
ENLIGHTENED, ORGANIZED, PARTICIPATORY 
and SELF-RELIANT COMMUNITY 
working towards 


TOTAL HUMAN DEVELOPMENT 
and LIBERATION 


in order to become an 
AUTHENTIC CHRISTIAN COMMUNITY 


The following paragraphs describe the continu- 
ing development of the Makapawa CBHP. 


Interested parishes in need of health care and 
far from health resources are selected for the 
implementation of the programme. The Maka- 
pawa is concretely implemented as a parish 
project. The parish priest and the Makapawa 
staff introduce the programme in a parish 
gathering or in a parish council meeting. This is 
followed by an orientation on building Christian 
communities and the role of the Makapawa in 
it, given to a group of interested public and 
private leaders of the municipality and of the 
barangays. 


Once the programme is accepted at the parish 
level, an informal survey of the possible 


*a corporate scheme to buy simple medicines and home remedies and make them available to the people at cost price. 


ORGANIZATIONAL CHART, 1979 
MAKAPAWA HEALTH PROGRAMME 
Diocese of Palo 


DIOCESAN 
LEVEL 


MAKAPAWA 
STAFF 
LEVEL 


PWNhH 


PARISH 
LEVEL 


COMMUNITY 
LEVEL 


barangays is conducted by the Community 
Organizer. The most needy and responsive 
barangays are then chosen. The CO selects 
one or two barangays, depending on the size 
and distribution of the households. The parish 
priest and the COs then invite the municipal 
health personnel and the officials of the 
selected barangays to a CBHP Orientation 
Seminar. It is vital that the Municipal Health 
Officer and personnel are sympathetic to this 
effort in order to ensure proper coordination 
with the RHU. 
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ti, 
2. 


3. 
4. 


COMMUNITY LEADERS/ 
TRAINED CO VOLUNTEERS COMMUNITY HEALTH 


Secondary Leaders 


A Group 
of 10-15 Families 


1. BOARD OF DIRECTORS 
The Bishop 

Pastoral Action Secretariat 
Executive Secretary 

Social Action Director 
Project Director 


ll. ADVISORY BOARD 


1. Members of the Board of Directors 
2. Parish Priests in whose parishes 
the Makapawa programme exists 


. COORDINATOR/S 
. COMMUNITY ORGANIZERS (COs) 
. URBAN AND RURAL WORKERS 
. HEALTH TEAM 
a. Doctor 
b. Nurse 
5. OFFICE SECRETARY 


c. Midwife 
d. Paramedic 


1. PARISH PRIEST 
2. MAKAPAWA CO OR CO TEAM 
3. HEALTH TEAM (MOBILE) 


MAKAPAWA CO 


PARAMEDICS or 


WORKERS (CHWs) 


+ 


Secondary Paramedics 


ne 


A Group 
of 10-15 Families 


A Group 
of 10-15 Families 


Upon formal acceptance of the programme by 
the barangay officials, the parish priest then 
schedules a Mass in the barangay during which 
the programme is introduced to the people. 
From the beginning, the community is made 
aware that they must be responsible for gener- 
ating as much community support as possible. 


Initially, the CO integrates with the community 
and lives with the people in the barrangay. 
During this time he/she conducts a social 
investigation of the community. He/she spots 


potential leaders in the lowest sector of the 
community through personal interviews and 
formal and informal group meetings; encour- 
ages potential CHWs, again from among the 
poorest sector, to join the formal training; and 
prepares the community so that they eventually 
organize into hugpos. Two leaders are elected 
from each hugpo to undergo formal leadership 
and community health training. 


The formal training of the elected CHWs is 
done in the barrios. The trainees decide on the 
place, time and frequency of their classes, 
taking into consideration their planting and 
harvesting seasons. The training is given by 
the Makapawa staff and resource persons 
from local government and/or private health 
agencies. Training focuses initially on general 
basic health and proceeds to specific primary 
health care, with a strong continuing emphasis 
on basic community organization. The study of 
diseases is based on immediate and seasonal 
patterns and needs. Theory is combined with 
practice during and between the training ses- 
sions. The trainees provide their own food 
during the training sessions, while the pro- 
gramme _ subsidizes transport costs if the 
trainees cannot afford them. In the Tacloban 
areas, each barangay pays a part of the trans- 
portation costs of its trainees. In the urban 
areas, CHWs receive training as Community 
Organizer Volunteers (COVs). 


Even at the beginning of the programme, 
patients in the barangay start consulting their 
CHWs. During training, the CHWs refer most 
patients to the RHU or hospitals. However, as 
the CHWs learn more skills, they are able to 
treat simple diseases and give first aid treat- 
ment. Then only the more complicated and 
serious patients are referred to the government 
or private hospitals or clinics. 


The bulk of the CHWs’ work is along the lines 
of preventive health care. They give informal 
and formal health education, engage with the 
staff in nutrition projects, immunizations, sani- 
tation campaigns, TB control and prenatal 
checkups. They learn the dynamics of running 
their own Under-fives’ Clinic and, as they 
grow into their new roles (albeit as part-time 
workers), they tend to become involved with, 
and responsible for, specific tasks or special- 
ities, such as nutrition or the Under-fives’ 
Clinic, etc. 


The Under-fives’ Clinic and other preventive 
and curative services, such as free clinics, are 


only conducted after adequate preparation of 
the CHWs and of the people, so that they may 
actively take part in giving the services them- 
selves. For instance, the Under-fives’ Clinic 
mobile staff team will only make monthly visits 
to the barangay after the CHWs and the com- 
munity know their roles and can participate in 
the work. This is a precaution against fostering 
dependency and fixation on health services 
alone as a solution to health problems, to the 
extent of neglecting other more urgent, though 
health-related, community needs. 


Formed in the preparatory phase ot the pro- 
gramme, the hugpos continue to meet regularly 
to discuss community issues and problems. 
Reports of any meetings attended by the 
leaders are given during such meetings. These 
small groupings have the advantage of better 
attendance and more active participation by 
the members. Community decisions, however, 
are made in a general assembly attended by the 
various hugpo leaders and their members. 


Core leaders from the poor sectors of the com- 
munities initiate and monitor the various com- 


A community Health Worker and a volunteer mother 
weighing children during the Under-fives’ clinic. 
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munity activities, in coordination with the 
barangay councils. Various committees are 
created to answer the various needs of the 
community, for example, in the areas of 
finance, education, health, coordination, Inter- 
house Bible Reflection and liturgy. 


In order to generate support for community 
activities, the people raise funds through ben- 
efit dances, Christmas carolling, raffles and 
bingo socials. Some communities have a 
monthly family membership fee and donations 
for the expenses of the clinics and medicines. 
In three communities, the people set up a 
Botica sa Barrio*. Communal preparations of 
herbal medicines and the use of acupressure 
saves both time and money. The people, how- 
ever, learn to tap available external resources, 
not only for soliciting government medicines, 
but also for funds to begin small economic 
projects, and to tap the National Manpower and 
Youth Council and National Cottage Industry 
Development Administration for developing 
skills in tailoring, dressmaking and handicrafts. 


Continuing education is given to the core 
leaders and the various community committee 
members, according to their particular needs. 
At the same time, the people are offered inten- 
sive and continuing education in the under- 
standing of health within the context of the 
socioeconomic, political and cultural structures 
affecting their lives. Awareness building, com- 
munity organization and Bible reflections 
through regular small group meetings are the 
means used to strengthen each community in 
the pursuit of human development. 


The CBHP staff also meets regularly to plan 
and assess whether and how the programme 
objectives are being accomplished in each 
area. Staff engage in regular Criticism-Self- 
Criticism (CSC) and reflections in an attempt to 
improve their service to the people, both as 
individuals and as a group. 


Regular follow-up and supervision by the staff 
of the CHWs and all aspects of the programme 
activities are given over a period of time with a 
gradual withdrawal of assistance to the mini- 
mum to encourage independence. After two to 
three years, the staff is able to serve other 
needy areas, although the CBHP areas all con- 
tinue to receive support and follow-up from the 
parish. 


*see page 5. 
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The mothers in the community prepare their herbal 
medicines. 


SUMMARY 


The Makapawa staff gradually realized, in the 
various stages the health programme has gone 
through, that there are certain essential points 
needed for such a programme to become com- 
munity-based, viable, self-nourishing and self- 
perpetuating. These are the following: 

1. The CBHP staff must have the proper 
orientation and attitude to integrate with 
the people, help them to be aware of their 
situation and see health in the context of 
total human development and liberation. 

2. The need of an adequate social preparation 
of the community so that the people can 
become aware of their community prob- 
lems and their relation to health in the 
context of their economic, political, social 
and cultural situations. 

3. Proper motivation of the people to organize 
and. make the most of their internal re- 
sources to help themselves. 

4. The people must actively participate in the 
decision making, planning, implementation 
and evaluation of their health programme. 


5. Organized community participation must 
come not so much from the elite of the 
community, but from the leaders, and the 
CHWs must also come from the poor sec- 
tor whose interest the programme must 
primarily serve if there has to be a signifi- 
cant change in the health status of the 
community. 

6. There is a need for real community leaders 
who have a high level of consciousness 
and the ability and willingness to influence 
others to act for the common good. 

7. Self-help projects must be evolved early in 
the programme. 

8. Continuous education of the people that 
sharpens people’s perception of their poor 
socioeconomic, political and cultural con- 
ditions and how these affect health; and 
awareness of their ability to change their 
situations through their own efforts with 
minimal outside assistance. 

9. Formal, structured health services, such as 
mobile clinics must precede the social pre- 
paration of the community and the training 
of community leaders and community 
health workers. 

10. Regular evaluation and planning of the 
programme both by the staff and the com- 
munity to correct its weaknesses and pro- 
mote its strengths. 


CONCLUSION 


Since the keypoint to an authentic Community- 
Based Health Programme is people’s partici- 


pation, groups engaged in this kind of health 
service have implemented means of involving 


the people in their own health care system. 


There is no hard and fast rule in the implemen- 
tation of a CBHP if it has to be people-oriented 
rather than programme-oriented. Instead, the 
programme must start at the present level of 
the people and respond to their needs in order 
to become relevant and acceptable to them. 
Failure to do so results in the people viewing 
the health programme as a commodity they 
can use in time of sickness or in an emergency. 
Many tend to feel and think of it, particularly 
the preventive aspect, as an outside imposition 
being forced on them rather than a help. Such 
programmes only create much dependency. 
What is important, therefore, is that the various 
processes employed are periodically evaluated 
and given direction. These evaluations, shared 
with other interested groups, will help them in 
their own search for a CBHP that is truly by and 
for the people. This is what this paper would, 
hopefully, like to achieve. 
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CMC NEWS 


THE CHRISTIAN MEDICAL COMMISSION OF THE WORLD COUNCIL OF CHURCHES 
LAUNCHES A NEW PERIOD OF WORK 


MEETING OF THE FULL CMC COMMISSION, HELD 21-25 APRIL 1980, 
NEAR LARNACA, CYPRUS 


(This preliminary report of the Commission 
meeting is adapted from the Ecumenical Press 
Service report which appeared on 1 May 1980. 
A more detailed report will appear in a later 
issue of CONTACT. -Editor) 


The shortage of medicines, their prohibitive 
cost and the difficulties in assuring their effect- 
ive distribution within developing countries 
comprised one of the areas of concern that 


emerged during the annual meeting of the 
Christian Medical Commission (CMC) of the 
World Council of Churches (WCC), which met 
in the Orthodox Monastery at Ayia Napa on 
Cyprus, now used by the Middle East Council 
of Churches as a conference centre. 


Also important is the persisting maldistribution 
of health resources and a lack of community 
involvement in health care in many parts of the 
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world, says the CMC. Consequently, it con- 
tinues to be urgent to promote programmes 
conceived and directed by the local communi- 
ties themselves. The Commission affirmed that 
the CMC should continue to help the churches 
in reexamining their ministry of healing and in 
looking for ways to participate more actively in 
their own countries’ health care programmes. 
The 16 Commission members and 19 consult- 
ants and staff of the CMC who gathered in 
Cyprus called for a greater number of partici- 
patory health efforts because it is through them 
that local communities can organize them- 
selves in health care, helping people to take a 
greater responsibility for their own health and 
relating health to the broader concerns of com- 
munity development. In doing that, popu- 
lations can discover a new life style, a healthier 
environment, a balanced diet and those con- 
ditions which avoid the need for medical treat- 
ment. Examples of responsible and applied 
action of this type were reported to the meeting 
from various parts of the world. For example, 
in the north of Mexico, farmers and workers in 
home industries have organized two cooper- 
atives where 40 percent of the cash flow is 
devoted to their own health care programme 
and another 20 percent to nutritional pro- 
grammes for their children. 


The Commission expressed its satisfaction also 
at hearing a report on the growing collabor- 
ation by the CMC with other non-governmental 
agencies and with the World Health Organiz- 
ation and UNICEF. 


Another discussion centred around the ques- 
tion: how do Christian communities and con- 
gregations perceive their responsibilities in 
health and healing? Since 1977, the CMC has 
promoted a world-wide study on the theme of 
“The Christian Understanding of Health, Heal- 
ing and Wholeness”. As part of this effort, it 
has held various regional meetings between 
doctors, peasants, sociologists, theologians, 
church people and the local communities. 
From each of these meetings, fresh and locally 
relevant approaches emerged offering new 
theological insights and possibilities for social 
action by the churches in the area of health and 
healing. Many of these insights were gained 
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from previously unknown programmes in the 
churches which indeed function as healing 
communities and play an important role in the 
context of the government health plan. 


Another subject which came in for lengthy 
discussion was the current CMC study on the 
financial aspects of community-based health 
work. This three-year study hopes to reveal 
some of the factors which are promotive of 
self-reliance at this level of community involve- 
ment, as well as identifying factors which 
may only perpetuate dependence on outside 
resources. 


A question much debated at Larnaca, brought 
by CMC Commissioners from around the 
world, is that of the distribution of essential 
medicines, especially for the poorer countries. 
The high cost of the drugs themselves, in- 
flation, import duties and the cost of distri- 


bution have all contributed to a deterioration of @ 


supplies in many areas. Governments have felt 
the squeeze as well as the voluntary agencies, 
and they have often been obliged to restrict 
budgetary allocations for medicines with the 
result that many of the rural health posts do not 
have even the most needed drugs. The CMC 
was urged to take up this matter with real 
urgency. The strategy would focus on the list 
of essential drugs already available from the 
WHO and other agencies, and stress that these 
should be ordered and used by their generic 
names (much less expensive than ordering by 
trade names). Efforts need to be made to 
improve the dependability of supplies from the 
countries where the drugs are manufactured, 
and to improve the means of distribution to all 
parts of the countries involved. Assistance will 
be given to those agencies that are prepared to 
begin local compounding of medicines and 
eventually to set up pharmaceutical production 
units. The CMC was also asked to assist the 
churches to make a more effective analysis of 
the ambiguous role played by the major phar- 
maceutical transnational corporations, with a 
view to advocating measures which may be 
needed to regulate their activities in all coun- 
tries. This aspect of the CMC involvement will 
be carried out within the context of the wider 
WCC Programme on Transnational Corpor- 
ations. 


CMC NOTES 


Apologies for delayed mailing of CONTACT! 


It finally happened! The CMC has fallen victim 
to the technological age. The computer that 
manages our mailing list went into failure and 
we were unable to get individual subscribers’ 
address labels for the mailing of the December 
1979 (No. 54) and February 1980 (No. 55) issues 
of CONTACT. Subscribers who receive many 
copies at the same address were more fortu- 
nate and received their copies with only a little 
delay. We were finally able to send out these 
issues to individual subscribers in April. 


Repairing the damage and restoring the mailing 
list has occupied so much of our energy that 
we were obliged, for the first time in nine years, 


to skip one regular publication date. So there is 
no April 1980 issue and we will have only five 
issues this year. 


We hope that we have now solved most of the 
difficulties, although some corrections and 
additions must still be made. If you have any 
problems with future mailings, or if your order 
or address are not correct, please let us know. 


Please be assured, however, that we are back 
in operation and that CONTACT will once 
again be on schedule. 


Editorial Committee 


* * * 


In CONTACT No. 55 (February 1980), we an- 
nounced a forthcoming international consul- 
tation on “The Christian Response to the 
Alcohol Problem in the 80s”, sponsored by 
the International Christian Federation for the 
Prevention of Alcoholism and Drug Addiction. 


The dates of the consultation— not mentioned 
in Our announcement—are 8-11 September 
1980. 


The venue is Lake Junaluska, North Carolina 
(nearest airport Ashville, North Carolina). 


Cost of participation, accommodation and 
meals, etc., is US$ 150.—. 


Inquiries should be addressed to: 


Dr Kenneth Lawton 

International Christian Federation 
for the Prevention of Alcoholism 
and Drug Addiction 

Baptist Church House 

4 Southampton Row 

London WC1B 4AA/UK 


US residents can write to: 


Rev. Dr & Mrs Orion N. Hutchinson, Jr 
Drawer 5289 

High Point, NC 27262 

USA 


* * * 


An examination of the priority problems of 
child health in developing countries is the focus 
of two health courses, scheduled for the latter 
part of 1980 at the Tropical Child Health 
Unit, Institute of Child Health in London. 


Small group discussions, drawing upon the 
experience of the participants, and the use of 
audiovisual aids, are important features of both 
these courses. 


7-11 July 1980 

Paediatric Priorities Seminar: a one-week 
course, primarily for doctors, although other 
health workers are welcome. 

Course fee: £ 25. 


1-12 September 1980 

Course for Health Workers: a two-week 
course organized mainly for nurses and other 
health workers. One week will concentrate on 
nutrition. 

Course fee: £ 35. 


Inquiries should be directed to: 
Tropical Child Health Unit 
Institute of Child Health 


30 Guilford Street 
London WCIN 1EH/UK 
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Also of interest to health workers involved with 
groups or individuals, teaching and training, is 
a series of short Overseas Communication 
Courses conducted at Selly Oak Colleges, 
Birmingham. 


Many health workers have, indeed, combined 
time at the Tropical Child Health Unit with prior 
or subsequent attendance at one or more of 
these courses. They have found this education 
and training in Christian communication, par- 
ticularly relating to developing country needs 
and people’s participation, extremely helpful to 
their work in community health care, primary 
health care, family planning, agricultural exten- 
sion, communicating with illiterate people, and 
in the use of local resources for learning and 
teaching materials. 


Short courses scheduled at Selly Oak for the 
remainder of 1980 include: 


11-13 September 1980 
Communication (an introduction) 


17-19 September 1980 
Adult Teaching and Training Methods 


20-22 September 1980 
Communication and Visuals 


24-26 September 1980 
Visual Production: a) Using Local Resources, 
or b) Using a Camera 


All the above courses are to be held three times 
in 1981: in February, April and June/July. 


Selly Oak also offers a full-time Communication 
Training Course, beginning in October 1980 
and ending in April 1981. 


Further details can be obtained from: 


Rev. Denys J. Saunders 
Selly Oak Colleges 
Birmingham B29 6LO/UK 


NEW PUBLICATIONS 
MIRAU AND HIS PRACTICE 


A Study of the Ethnomedicinal Repertoire of a Tanzanian Herbalist 
by Raimo Harjula 


Sainei Kitoi Mirau Nassari (better known simply 
as Mirau) is an experienced and trusted herb- 
alist of the Meru tribe in northern Tanzania. His 
practice stands squarely within the traditions 
of herbalists of his own culture and shares 
much with other traditional healers of eastern 
and southern Africa. Mirau became known to 
the Rev. Dr Raimo Harjula while the latter was 
teaching at a Lutheran Seminary in the Meru 
area of Tanzania. A Finnish theologian and 
anthropologist, Dr. Harjula apprenticed himself 
to Mirau to study and record his herbal practice 
through participation in all aspects of the work. 
The result is this unusually detailed study of the 
full range of diagnostic and treatment methods 
employed by Mirau. Equally remarkable is 
the openness with which Mirau treated his 
“student” and his willingness to fully expose his 
knowledge and experience. 


Mirau distinguishes 51 different illnesses that 
he is capable of treating, and he employs 
187 separate cures based on herbal prep- 
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arations from 130 different plant sources 
(leaves, stems, barks, roots, berries, etc.). The 
plants have, for the most part, been identified 
and classified by botanists, and a good deal of 
pharmacological information has also been 
provided. Some of the pharmacological data 
has been gleaned from the literature, and new 
information has been added through testing of 
the material gathered and prepared by Mirau. 


As a contribution to the growing literature on 
traditional healing practices, this book should 
be of interest to health workers in many parts 
of the world, as well as to anthropologists, 
botanists, pharmacologists, researchers, devel- 
opment workers and schools of medicine and 
pharmacy. 


Published by Tri-Med Books Limited in cooper- 
ation with the Christian Medical Commission, 


the book is available in paperback edition only. 
It is copiously illustrated by photographs, illus- 
trations and drawings of the plants used. 


Mirau and His Practice is now available from 
the Publications Office, World Council of 
Churches, 150 route de Ferney, 1211 Geneva 20, 
Switzerland; it can also be obtained by writing 
directly to the publisher: 


Tri-Med Books Limited 

5 Tudor Cottage 

Lovers Walk, Finchley 
London N3 1JH, England 


PRICE: £2.50 plus 40p for postage and packing 
240 pages 


THIS BOOK IS NOW AVAILABLE 
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OUT OF PRINT 


Remaining stocks of two CMC publications— 
“Health Care in China” (the report on the 
Chinese health services based on a 1973 study) 
and the English-language version of ““Com- 
munity Health and the Church”, by J. Hakan 
Hellberg—are now completely exhausted. 


* + ** 
LEPROSY TEACHING MATERIALS 


The Leprosy Mission (International) in London 
has just announced the printing of a new list of 


books and pamphlets available through its 
offices. There are 26 titles available, comprising 
a rich selection of teaching and learning ma- 
terials for health workers who deal with leprosy. 
A number of these are new or revised editions 
of works by some of the most prominent 
authorities in leprosy. If you would like to 
receive a free copy of this list of teaching mate- 
rials, please write directly to: 


The Leprosy Mission 
50 Portland Place 
London WIN 3DG/UK 


x * * 


TROPICAL COMMUNITY 


Just out from Macmillan are two new titles 
under the umbrella of its “Tropical Community 
Health Manuals” series. The first five titles in 
the series were briefly reviewed in CONTACT 
No. 54 (December 1979); a sixth title in the 
series was mentioned in CONTACT No. 55 
(February 1980). 


“Self-Medication: benefits, precautions 
and dangers”, by Ayoola Olatunde, is 
intended for the general literate public and is an 
attempt to educate people about the medicines 
they may take without a doctor’s prescription. 
It presents a staightforward appraisal of the 
common medicines available for the treatment 
of fevers, aches and pains, malaria, cough, 
stomach and intestinal disorders and worm 
infestation. 
(Price: £ 6.95 Hardcover 

£ 1.95 Paperback) 
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HEALTH MANUALS SERIES 


“Where there is no doctor”, by David © 
Werner, has already been published elsewhere 
in English, Spanish and Portuguese. This 
extremely valuable book was reviewed in 
CONTACT No. 53 (October 1979), and has now 
been published by Macmillan within this series. 


(Price: £7.95 Hardcover 
£2.95 Paperback) 


Inquiries about these books and others in the 
series should be addressed to: 


The Macmillan Press Ltd. 
Houndmills 

Basingstoke, Hampshire RG21 2XS 
UK 


Reproduced below is the introductory editorial 
from the first issue of a new quarterly newsletter 
entitled ““Diarrhoea Dialogue”. Available free 
of charge, “Diarrhoea Dialogue” is devoted to 
providing information related to the prevention 
and treatment of children’s diarrhoea. 


DIARRHOEA NEED NOT KILL 


The diarrhoeal disease scenario 


Diarrhoeal disease has long been recognized as the greatest killer of 
infants and young children in the developing world. Well over 500 
million episodes of diarrhoea in children under five are estimated to 
occur annually in Asia, Africa and Latin America. At least five 
million children die. 

® Diarrhoeal disease is a major contributory factor to malnutrition. 

Recurrent diarrhoea coupled with inadequate feeding results in 
impaired body defence mechanisms. Malnourished children have up 
to a 50% higher incidence of diarrhoeal disease and suffer more 
severe attacks than normally nourished children. 

Although diarrhoeal diseases are most often lethal among the 
very young, they are a major cause of ill health and of death among 
children and adults of all ages, adding to the huge burden of the many 
communicable diseases prevalent in the developing world. 


Long-term and short-term remedies 


Diarrhoeal diseases are usually transmitted by faecal contamina- 
tion of food and water, so a vital longterm objective is improvement 
of water supplies and sanitation. The global improvement of 
nutrition is as essential to break the link between diarrhoea and mal- 
nutrition. More urgently, measures can and must be adopted to 
enable prompt treatment and control of diarrhoea. All diarrhoeas 
lead to dehydration and if untreated, progressive dehydration is fatal. 
It has been. known for decades that replacement of salt and fluid 
losses in sufficient quantity can prevent diarrhoeal deaths, but, until 
about 1970, conventional treatment was rehydration by intravenous 
infusion, which is expensive and requires skills and facilities found 
only in well staffed and equipped clinics and hospitals. 


_ Fluids by mouth do work 
Treatment by oral rehydration therapy (ORT) — a drink comprising 


~~ glucose, sodium and potassium chlorides, sodium bicarbonate and 


water — was first used on a large scale among refugees from the 1971 
India-Pakistan war. In the camps, the mortality rate dropped from 
30% to 1%. Since then, ORT has been widely used with great 
success. The Infectious Diseases Hospital in Calcutta and the 
hospital of the International Centre for Diarrhoeal Diseases 
Research in Bangladesh now use only 20% of the amount of 
intravenous fluid previously used for diarrhoeal diseases treatment. 
Controlled studies in Indonesia, Pakistan, Costa Rica and the 
Philippines have all shown major reductions in diarrhoea-related 
deaths since the introduction of ORT. The main advantage of ORT 
is that as an inexpensive and simple procedure it can be prepared and 
given by primary health care workers or mothers, therefore avoiding 
the necessity of treatment in large hospitals. 


Constraints to implementation 
Although ORT has been shown to be effective, some constraints 


If you are interested, please address your inqui- 
ries to the publisher: 


AHRTAG 

Appropriate Health Resources and 
Technologies Action Group Ltd. 
85 Marylebone High Street 
London W1M 3DE/UK 


have to be resolved before the treatment can be universally available. 
These include manufacturing and packaging the oral rehydration 
powder as cheaply as possible whilst maintaining quality and shelf 
life; the arrangement of efficient delivery systems to ensure con- 
tinuity of supply, especially to remote rural areas; and the need to 
find the safest and most effective methods of treatment for mothers 
and health workers to use, when the complete oral rehydration 
formula is not available, or when a substitute is needed for an 
ingredient such as glucose which is expensive and hard to obtain in 
some countries. These problems of supply and delivery are 
inevitable but by no means insoluble and should not deter any 
country from implementing a national ORT programme. 


Global interest in oral rehydration 


Interest in the use of oral rehydration therapy has been growing 
rapidly on the part of numerous national governments (with the 
backing of the World Health Organization, which has a specific 
diarrhoeal diseases control programme, and the United Nations 
Childrens Fund); of many non-governmental organizations and 
voluntary agencies engaged in primary health care work; and of 
clinicians involved in research and teaching, 


THE ROLE OF DIARRHOEA DIALOGUE 


This newsletter is about the latest developments, new ideas and 
solutions to problems, the organization and results of controlled field 
studies and the establishment of new national and local programmes 
in diarrhoeal diseases control in developing countries. We hope to 
provide not just facts and news but also a forum for opinion and 
comment. The main article in this first issue of Diarrhoea Dialogue 
considers some of the controversial questions that are being asked 
about oral rehydration therapy. Please help us to answer them. 

Diarrhoeal disease is not only treatable but largely preventable. 
This newsletter will also present some of the new ideas on water 
supplies and sanitation technologies which the forthcoming UN 
Water Decade is certain to provoke. The December 1980 issue will 
concentrate on the relationship between water and diarrhoea. Later 
issues will discuss the place of feeding in the management of 
diarrhoea, the role of drugs and traditional remedies in treatment and 
future possibilities for immunization. 


Debate not dispute 


Diarrhoea Dialogue is intended to be a place for debate rather than 
dispute. While detailed scientific arguments can be pursued in 
academic journals, this newsletter will focus on promoting the 
exchange of practical information and experience related to the 
effective prevention and treatment of diarrhoea. Diarrhoea 
Dialogue is meant for everyone who cadres about unnecessary 
suffering and deaths. Your ideas, experience and constructive 
criticism are needed to make it into a genuine dialogue. 
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MEASURING SPOON 
FOR REHYDRATION DRINK 


A new weapon for the battle against diarrhoeal 
disease has been developed by the Institute of 
Child Health at the University of London, 
within the framework of its “Child-to-child 
Programme”. This is a special plastic spoon, 
designed to help mothers and health workers to 
prepare a rehydration drink to be administered 
to diarrhoea sufferers, with measures for salt 
and sugar in the correct proportion. 


Basic instructions are printed on the spoon 
(which has been produced in a number of dif- 
ferent languages). An accompanying infor- 
mation/instruction leaflet is also available in 
these languages. 


to MAKE the dose TAKE the dose 
£ add to each cup of water after every diarrhoea 
ray) 1 level scoop of sugar (A) a CHILD must take 1 dose 
= 1 level scoop of salt (B) an ADULT must take 2 doses 


BOTTLE FED BABIES - seek advice before use 


The spoon has been very inexpensively manu- 
factured as a model, and it is hoped that it will 
be locally produced in developing countries 
where there is a need for such a tool. 


Inquiries about the spoons should be addressed =p 

to: OR 
Institute of Child Health 
30 Guilford Street 
London WCIN 1EH/UK 


200 - 250 ml 


CONTACT is the periodical bulletin of the Christian Medical Commission, a sub-unit of the World Council of 
Churches. It is published six times a year and appears in four. language versions: English, French, Spanish and 
Portuguese. Present circulation is in excess of 14,000. The papers presented in CONTACT deal with varied 
aspects of the Christian communities’ involvement in health, and seek to report topical, innovative and 
courageous approaches to the promotion of health and integrated development. 


The editorial committee for CONTACT consists of: Stuart Kingma, Associate Director and Editor, Miriam Reidy, 
Editorial Assistant and Heidi Schweizer, Administrative Assistant. The rest of CMC staff also participate actively 
in choosing topics for emphasis and the development of materials: Nita Barrow, Director, Eric Ram, Associate 
Director (special portfolio: Family Health), Jeanne Nemec, Secretary for Studies, Trudy Schaefer, Secretary for 
Documentation and Victor Vaca, Consultant. Rosa Demaurex, Secretary, is responsible for the CONTACT 
mailing list. CONTACT is printed by Imprimerie Arduino, 1224 Chéne-Bougeries/ Geneva, Switzerland. 


CONTACT is available free of any subscription payment, which is made possible by the contributions of interested 
donors. In addition, regular readers who are able to make a small donation in support of printing and mailing 
costs are encouraged to do so. 


Certain back issues are available on request. A complete list of these is published regularly and appears in the 
first issue of each year in each language version. 


Articles may be freely reproduced, providing appropriate acknowledgement is made to: “CONTACT, the bi- 
monthly bulletin of the Christian Medical Commission of the World Council of Churches, Geneva.” 
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CONTACT SPECIAL SERIES NO. 3, 
JUNE 1980 


CONTACT Special Series is an occasional 
publication of the Christian Medical Com- 
mission. Each issue is designed to gather under 
one cover a collection of articles dealing with a 
single theme. 


Announced briefly in CONTACT No. 55 
(February 1980), No. 3 in this series, entitled 
“Health: The Human Factor. Readings in 
Health, Development and Community 
Participation”, is devoted to the subject of 


The series of articles gathered together in this 
issue by guest editor Susan B. Rifkin offers 
many illuminating insights into the several 
levels and dimensions of community participa- 
tion and its relationship to justice and self- 
reliance in, and sustained commitment and 
support for, health care and development. 


Price (including postage) 


Single copies Bulk Orders (10 or more) 


community participation—a factor long re- oFR« 3.50 SFR 2.40 
cognized as crucial in the process of develop- US$ 2.00 US$ 1.30 
ment and in primary health care. DM ~~ 3.50 DM 2.40 

£ 1.00 3 0.65 
Please send me _____ copies of CONTACT Special Series No. 1 


Principles and Practice of Primary Health Care 


____. copies of CONTACT Special Series No. 2 
In Search of Whoieness...Caring and Healing 


_____ copies of CONTACT Special Series No. 3 
Health: The Human Factor 


Name (Please print): 
Address: 


____ My cheque is enclosed 


Return to: 


____ Please bill me 


Christian Medical Commission 
World Council of Churches 


150, route de Ferney 


CH-1211 Geneva 20, Switzerland 
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